Symptoms suggesting occurrence of otitis media (OM) in infants and young children are not always right. Objective: Assessment of those infants and children with symptoms suggesting otitis media. Patients & Methods: 113 infants and children were complaining of ear symptoms suggesting otitis media as well as 63 infants and children of same age and sex were not complaining of any of these symptoms suggesting otitis media, were fully investigated prospectively, by full clinical and ear, nose examination as well as swab culture from the ear discharge. Results: There was no statistical significant difference between the prevalence of otitis related symptoms and the risk factors in both groups. There was no correlation found between the otoscopic diagnosis of OM and the main complaint suggesting OM in the patients, mainly ear pain and ear discharge. There was a positive significant correlation between otoscopic diagnosis of OM and fever, diarrhea, and bronchiolitis (significance was at 0.01, 0.01 and 0.05 levels respectively). Conclusion: Otoscopic examination is very important in any infant or child complaining of ear pain, ear discharge or complaining of otitis related symptoms.
Introduction
Otitis media (OM) challenges the clinician in a number of ways. Accurate diagnosis in infants and young children is often difficult. Symptoms may be absent or inapparent, especially in early infancy and in chronic stages of
Patients & Methods
This study included 113 infants and children came to the pediatric and ENT clinics of Ahmad Maher Teaching Hospital complaining of ear pain or discharge (group I), their ages ranged between 3 and 84 months; 59 males and 54 females. The inclusion criteria were: age >1 and less than 120 months, ear pain and discharge were not due to external canal or skin lesion around the ear. The exclusion criteria were age <2 and >120 months, the ear complaints were due to lesions around the ear or due to trauma or surgery and craniofacial anomalies affecting the ear. 63 sex and age matched infants and children (control group) were chosen from the pediatric clinic of Ahmad Maher Teaching Hospital, not complaining of ear pain or ear discharge, but complaining of mild gastroenteritis or mild upper respiratory tract symptoms. The study was conducted in the period between September 2010 and October 2011. Written informed consent was taken from the parents or the sponsor of each patient and control after explaining the objectives of the study. The study was approved by the ethical committee of the General Organization of Teaching Hospitals& Institutes (GOTHI).
All patients and controls were subjected to: 1) Full history taking including: a) Pain expression if it was expressed by the child's own words, or by excessive crying, or by head tugging, or by ear pulling. b) Ear discharge characters whether it was purulent or serous and its color and duration. c) History of previous attacks (recurrence). d) Accompanying symptoms e.g. fever, upper respiratory tract symptoms, restless sleep, vomiting, diarrhea, and chest wheezes. e) Type of feeding in infants. f) Social history: exposure to cigarettes smoke in crowded houses and nursery attendance. g) Family history of similar condition (OM).
2) Full clinical examination.
3) Otoscpic examination of both ears of the patients and controls in the ENTclinic of Ahmad Maher Teaching Hospital using pneumatic otoscope Welch Allyn (Ireland). Diagnosis of AOM was fulfilled by the following criteria:
a) The presence of at least 2 of the following signs on the tympanic membrane: bulging position; decreased or absent mobility; abnormal color or opacity not caused by scarring; or air-fluid interfaces. b) At least 1 acute inflammatory sign of tympanic membrane (distinct erythematous patches/streaks or in-creased vascularity over full/bulging/yellow convexity), Secretory OM (OME) was diagnosed if there is middle ear fluid detected by pneumatic otoscopy [4] . 4) Complete blood picture (CBC), erythrocyte sedimentation rate (ESR), C-reactive protein (CRP). 5) Swab culture from the ear discharge. 6) Blood culture and/or urine culture according to the case. 7) Statistical analysis of the results was done using SPSS version 16 package. Percentage, mean, standard deviation (SD), independent t-student test to compare numerical means and Chi-square (X 2 ) test to compare ratio. Spearman's non-parametric correlation was used to correlate variables, p < 0.05 was considered significant.
Results
Out of 113 patients (group I), 97 (85.8%) cases were complaining of pain expressed by excessive crying in 45 (46.4%), head tugging and ear pulling in 18(18.6%) and the children expressed pain by their own words in 34 (35%). 26 (26.8%) of those patients, pain was accompanied by ear discharge. Ear discharge without pain was found in 28 patients out of 113 (24.8%), 11 (9.7%) was waxy discharge and 17 cases the discharge was purulent or serous, were diagnosed as chronic OM. Otitis related symptoms were present in different ratios compared to their occurrence in the control group as well as the social risk factors ( Table 1) . There was no statistical significant difference between the prevalence of otitis related symptoms and the risk factors in both groups. Otoscopic examination as well as other investigations done in both groups was presented in Table 2 . There was no correlation found between the otoscopic diagnosis of AOM and the main complaint of the patient, mainly the pain and Table 1 . Clinical data of the studied patients and controls. ear discharge, meanwhile there was a positive significant correlation between otoscopic diagnosis of AOM and fever, diarrhea, and bronchiolitis (significance was at 0.01, 0.01 and 0.05 levels respectively). Recurrent ear disease was negatively correlated with pain and occurrence of upper respiratory tract symptoms (significance was at 0.01 and 0.05 levels respectively), and positively correlated with occurrence of ear discharge (significance was at 0.01 level) Table 3 .
Discussion
This study included 113 pediatric patients, their ages ranged between 3 months and 7 years, 62.8% of them were between 3 months and 2 years and 37.2% were between 2 years and 7 years, Joseph E Kershner 2011 [1] reported that OM peaks at two age groups; 6 months -2 years and at 4 -5 years. Male/female ratio was 59/54, Teele et al. 1989 [5] mentioned that OM has a higher incidence among boys due to unknown causes. These individual factors (age and sex) may be secondary to Eustachian tube size difference [6] . Family history was significantly represented in the group of patients complained of ear symptoms compared to the control group p = 0.01, Kvaerner et al. 1997 [7] concluded that heritability of otitis media susceptibility was 74% among girls and 45% among boys. Kalm et al. 1991 [8] mentioned that genetic factors may play a role in susceptibility to OM, HLA-A2 gene has been noted to be with R AOM, but not OME. RAOM was found in 3.5% of the patients group in our study and was noted to be associated significantly with ear discharge (p = 0.000) and significantly negatively correlated with ear pain (p = 0.000); this observation could be explained by what is mentioned by Smith et al. 2010 [9] , that ear discharge may define a group of children who have severe disease and more adverse outcome. Ear pain in our patient's group was expressed by parent's words in the form of ear tugging and excessive crying in 65% of cases, but interpretation of these symptoms may be influenced by the socioeconomic status [10] , so ear pain and ear discharge which were the most significant symptoms of our group of patients, were not significantly correlated with otoscopic diagnosis of OM. OME was found by otoscopic examination in 30% of the control group compared 5.3% in the patient's group (p = 0.001), this result agreed with that of Kiris et al. 2012 [11] .
Otoscopic OM was significantly correlated with fever and diarrhea at 0.01 level, a result which was against that of Laine et al. 2010 [4] , who found that no symptoms whether fever or gastrointestinal can predict AOM. 60% of the episodes of upper respiratory catarrh among young children were complicated by AOM [2] , in our study otoscopic diagnosis of AOM did not correlated significantly with the occurrence of upper respiratory symptoms.
Bacterial organisms isolated from the ear discharge in our patients; were streptococci and proteus, were isolated from only 13 out of 54 (24%). Streptococci were the commonest organisms isolated from cases of OM, others were found in the study of Pettigrew et al. 2012 [12] e.g. Hemophillus influenza and Moraxella Catarrhalis. Other cases, the result of cultures was no growth, in these cases viral causes were suspected as was mentioned by Tasnee et al. 2008 [2] . Among these viruses was Respiratory Syncytial virus [13] , who mentioned also that passive smoking was far more common among parents of those patients with viral OM. Respiratory Syncytial virus is the commonest cause of bronchiolitis in infants, otoscopic diagnosis of OM in our study was significantly correlated with cases of bronchiolitis at the level 0.05. In our study there was no significant correlation between upper respiratory tract infection and otoscopic diagnosis of otitis media, but there was a statistically significant correlation between upper respiratory tract infection and exposure to cigarrete smoke (CS) at the level of 0.01, an observation confirmed by Pirogowicz et al. 2004 [14] . Bradley et al. 2005 [15] reported that in infants, CS exposure is associated with increased incidence of severe cases of respiratory syncytial virus induced bronchiolitis with lower O 2 saturation than unexposed infants. Usually bronchiolitis follows attach of upper respiratory tract infection, as well as the occurrence of AOM, this may explain our findings (the significant correlation between otoscpic diagnosis of OM and bronchiolitis but not the upper respiratory tract catarrh).
Recommendation
1) Otoscopic examination is recommended for any infant or child complaining of any ear complaint before prescribing any antibiotics.
2) Otoscopic examination is recommended in any infant or child with fever, diarrhea or bronchiolitis.
Summary
• Ear pain and ear discharge are the most common symptoms leading parents to ask for treatment of otitis media in their infants or children.
• The present study was done on 113 pediatric patients complaining of ear pain or ear discharge or both (group I), as well as 63 patients of same age and sex distribution, not complaining of either ear pain or ear discharge [control group].
• Out of 113 patients, 97 (85.8%) cases were complaining of pain. 26 (26.8%) of those patients, pain was accompanied by ear discharge. Ear discharge without pain was found in 28 patients out of 113 (24.8%), [11 (9.7%) was waxy discharge] and 17 cases the discharge was serous or purulent were diagnosed as chronic OM.
• AOM was diagnosed in 47% of group I, and OM with perforation in 38%. And OM with effusion in 5%.
• 30% of the control group was diagnosed by otoscopic examination as OM with effusion.
• There was no statistical significant difference between the prevalence of otitis related symptoms and the risk factors in both groups.
• There was no correlation found between the otoscopic diagnosis of OM and the main complaint of the patient, mainly the pain and ear discharge.
• There was a positive significant correlation between otoscopic diagnosis of AOM and fever, diarrhea, and bronchiolitis (significance was at 0.01, 0.01 and 0.05 levels respectively).
• Recurrent ear disease was negatively correlated with pain and occurrence of upper respiratory tract symptoms (significance was at 0.01 and 0.05 levels respectively), and positively correlated with occurrence of ear discharge (significance was at 0.01 level).
• Otoscopic examination is recommended for any infant or child complaining of any ear complaint before prescribing any antibiotics.
